During the past few years I have had to deal with a number of cases of faecal fistula left after intestinal drainage in cases of obstruction ; and also with some cases of artificial anus left after intestinal resection for malignant disease and for gangrene associated with obstruction. The method I employ is so safe, and has been so uniformly successful, that I think a short description of it may be acceptable.
The aim of the operation is to perform enterorraphy without opening the general peritoneal cavity; and this is managed by detaching from the parietes all round the fistula or anus sufficient peritoneum to permit delivery of the gut through a parietal incision without separating it from its peritoneal adhesions.
It is unnecessary to emphasise the importance of being able to deal with an intestinal fistula without opening the general cavity. This is the main feature underlying the procedure I advocate; and no arguments in its support need be adduced. But in respect of another feature, the approximation of surfaces 2 "Vol. XIII. No 
